Woman aged 84, retired hospital matron History: Presented with a twenty-four-hour history of anorexia and lower abdominal colicky pains which later radiated to the right iliac fossa. There had been no previous gastrointestinal symptoms. Pernicious antmia had been diagnosed four years previously and treated with vitamin B12 injections. Both her brother and her sister are also being treated for it.
On examination: Temperature 99.8°F (37.6°C); tenderness with rebound in right iliac fossa. Serum electrolytes normal, Hb 13 g/100 ml, WBC 13 600/ mm3. Chest X-ray normal; erect abdominal X-ray showed gaseous distension. A provisional diagnosis of acute appendicitis was made.
At operation: Through a McBurney's incision the appendix was found to be normal. There was free serous straw-coloured fluid in the peritoneal cavity. The incision was then extended transversely. There were many jejunal diverticula, of varying size; one, which was gangrenous with a small perforation, was situated 3-4 ft (90-120 cm) from the duodenojejunal flexure and contained impacted 'food debris'. The other diverticula were easily emptied and no ileal diverticula were seen. The affected loop was resected and an end-to-end anastomosis carried out. The appendix was also removed. On opening the resected portion of the jejunum the perforation was found to be on the mesenteric side. The patient made an uneventful recovery.
Subsequent tests: Barium meal and follow through showed a small diverticulum in the third part of the duodenum, with many varying sized diverticula in the proximal jejunum but none in the ileum. Small diverticula noted on the left side ofthe colon and all the jejunal diverticula had emptied satisfactorily. Normal values were obtained with the Schilling test for vitamin B12 and with intrinsic factor. 'Present address: St Vincent's Hospital, Melbourne, Australia
Discussion
Jejunal diverticula were first reported by Summerling in 1794 and were first described in the English literature by Astley Cooper (1807) .
Estimates of its incidence vary but it is much more common with the longevity of the human population. From radiological examination it is probably around 1.25 % (Cooke et al. 1963) . The peak age incidence for complications appears to be between 60 and 70 years though the youngest reported case was 10 and the oldest over 90 (Walker 1945 , Benson et al. 1943 .
Intestinal diverticula are most commonly seen in the colon, next in the duodenum and least frequently in the jejunum. As in this case all three forms can coexist. The majority of diverticula exist asymptomatically and their most common form of presentation is the malabsorption syndrome: this forms 70 % of all complications. Intensive intestinal investigations are thus warranted in deficiency states (Edwards 1939) .
In cases of jejunal diverticula, laparotomy is indicated in the acute state as follows:
(1) Where a diagnosis has not been made.
(2) Where there is intractable hxemorrhage; multiple enterotomies may then have to be made to locate the site of bleeding rather than making blind extensive resections.
(3) Where diverticulitis with or without perforation has been diagnosed. (4) Where there is acute intestinal obstruction due to volvulus, bands, &c. (5) When a gangrenous diverticulum is encountered, local resection of the segment of the bowel with end-to-end anastomosis is performed. Excision of one or more diverticula may be considered but is not practicable in all cases due to their numbers. Ideally, bacteriological tests should be carried out for aerobic and anaerobic organisms at the time of laparotomy. Laparotomy may also be indicated when anamia proves to be refractory under medical treatment and also to exclude any associated lesion. Thus, a bacteriological culture or a jejunal biopsy can also be performed.
